Any neurologist addressing laryngologists needs to justify his presence when the subject under discussion is "The Early Diagnosis of Carcinoma of the Nasopharynx". He may try to do this in one of several ways:
DISCUSSION ON THE EARLY DIAGNOSIS OF NASOPHARYNGEAL CARCINOMA Dr. William Gooddy: Any neurologist addressing laryngologists needs to justify his presence when the subject under discussion is "The Early Diagnosis of Carcinoma of the Nasopharynx". He may try to do this in one of several ways:
(1) By showing a relative frequency of the disease in neurological practice compared with laryngological.
(2) By producing new information on symptomatology or diagnosis.
(3) By suggesting that neurological symptoms rather than signs are often pointers to diagnosis at a relatively early stage when treatment has a chance of good effect. I should like to discuss these three points in turn:
(1) The frequency of the disease.-In assessing the frequency of the disease from previous studies, the figures of Gardham (1930) , or Davis (1947) more accurately indicate the chances of seeing a case than those of Godtfredsen (1947) . Gardham (1930) discussed the problem from many aspects but he was concerned with only 9 cases of malignant disease not mainly carcinomatous, collected from the records of IJniversity College Hospital. Davis had in his records for twenty-five years only 34 cases of malignant disease of the nasopharynx, of which 19 were carcinomata. Ormerod (1951) quoted 6 cases. Godtfredsen (1947) said that the condition is "by no means rare"; but he had made a special search to find some 2,000 cases in the literature, and 454 in four Scandinavian radiological clinics over a ten-year period. Several of my figures have been derived from his observations, which were published ina monograph (1944) . Walshe (Diseases of the Nervous System, 1952) gives the condition a brief mention as a cause of facial pain.
From the records of the National Hospital, Queen Square, for four years up to 1952, only 7 verified cases were obtainable. These were detected out of about 35,000 patients. An incidence of 1/5,000 in-patients attending hospital with a high proportion of symptoms about the head is therefore something of an indication of rarity. The condition does, however, seem to be more often recognized.
There is something to be learnt from these figures. There are in the end quite large numbers of cases needing treatment, yet there are few cases found early. We cannot escape the conclusion that there is a delay in diagnosis, and neurologists at any rate are probably missing early cases. One reason for this is failure to recognize the need for proper nasopharyngeal inspection in cases of obscure facial pain.
(2) Symptomatology and diagnosis.-The initial symptoms appearing in Godtfredsen's (1947) 454 cases (eleven months before diagnosis was made) have been grouped by him under four headings:
(i) Ophthalmo-neurological (16-0%) (iii) Otological (23 0%) (ii) Rhinological (30 8%) (iv) Metastatic cervical glands (32 6%) Glandular symptoms (32-6 %). By the time that there is enlargement of the cervical lymphatic glands there must be considerable malignant spread, and adequate treatment of the initial lesion may be out of the question. One must in this connexion remember Gardham's point about the effect of sepsis in addition to neoplasia. Such sepsis may make the clinical state appear worse than it really is, and it may respond well to treatment. The neoplastic lesion may still be relatively small and circumscribed.
Otological symptoms were first to be noticed in 23 0 %. These are usually due to spread of growth to involve the eustachian tube. Obstruction may lead to unilateral deafness, associated with pain.
Rhinological symptoms were the first to be noted in 30-8 %. Palatal bulging or weakness, epistaxis or blood-stained mucous discharge are all-important. It is notable how often dental, nasal or sinus operations have been carried out for relief of painful symptoms in patients who proved later to have new growths.
Neurological symptoms 16-0%.-In Godtfredsen's 454 cases neurological symptoms, initially, were least common. In Davis's cases neurological symptoms occurred first in 6 out of 19 cases, that is to say in about 30 %. In Godtfredsen's cases the onset of symptoms was from eleven months to four years before the diagnosis was proved. He made the important point that in nearly all cases there was but one neurological symptom at the beginning. He felt that neurological symptoms and signs appeared early, and not only in advanced stages of the disease, as had been previously thought.
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Of neurological symptoms those referable to the V nerve are commonest for obvious reasons, for any ulcerative or neoplastic process may give rise to pain from nerve endings in the tissue where it starts. With carcinoma of the nasopharynx some fibres of the V nerve must be affected, and pain begins. It is at this stage that attention is paid to teeth, sinuses, and ears by otorhinolaryngologists, and to possible carotid aneurysms, posterior fossa lesions, trigeminal neuralgia and even depression by neurologists. It wou'd be a real advance if we could force ourselves each time to add to this diagnostic list the nasopharyngeal carcinoma. Admittedly we should often be wrong, and we might over-investigate a few patients, but we can develop good judgment in the use of investigation only from experience. Whatever other symptoms or signs are added, the trigeminal ones persist, and are present in at least 70 % of all cases.
With spread of the growth, evidence of trigeminal neuritis may become apparent, with the development of sensory signs. The motor root is not commonly affected.
In one of my National Hospital cases, the patient, when first seen in October 1951, had had tingling and numbness over the left upper lip and lower part of the left nostril for four weeks. The area tested with a pin showed some decreased appreciation of pin-prick with a stinging quality not noticed elsewhere. There were no other physical signs. He was immediately referred to Mr. T. E. Cawthorne. X-rays showed some loss of definition of the floor of the sphenoidal sinus. A biopsy specimen on section showed itself to be a squamous-cell carcinoma. This patient was treated by radiotherapy, but later developed proptosis of the left eye, with some double vision. A recurrence had taken place in the ethmoidal region. In June 1952 he had an alcoholic injection of his left trigeminal ganglion. This injection resulted in relief of pain for only two weeks, though his face remained insensitive to pin-prick.
For the past seven months this patient has complained of continuous pain. He was seen again about three months ago, on a domiciliary visit. He had taken to his bed, and needed a good deal of morphia. His general condition was so poor that he was taken back into hospital. There he proved to be physically much better than was first expected, but he was exceedingly depressed. He had loss of superficial sensation in the left trigeminal nerve territory, but no ptosis or diplopia. He developed a corneal ulcer which needed tarsorrhaphy. At present, though he has gained some weight, and is not needing much in the way of analgesics, he is so preoccupied with his symptoms and his whole illness that leucotomy is contemplated.
Lesions of the oculomotor nerves are about as common in the end as the trigeminal symptoms, and are usually co-existent, but at the onset are seen only one-fifth as often as trigeminal lesions. The oculomotor lesions thus are seen very steadily to increase the further the case develops.
The commonest disturbance comes from involvement of the VI nerve; the patient will complain of blurred or double vision, on lateral gaze to the side of the lesion. The III and IV nerves are involved less often. Nystagmus is not seen. Homer's syndrome, due to paralysis of the sympathetic fibres, is considered by some authorities as an important early sign of the disease. Unfortunately it may be due to involvement of the cervical sympathetic trunk by glands in the neck. Occasionally bilateral symptoms are seen. They are said to be due, chiefly, to oculomotor nerve lesions. In addition to oculomotor symptoms and signs, there may be displacement of the eyeball in its socket, with exophthalmos and diplopia. The optic nerve is sometimes involved, either by direct pressure or by affection of its blood supply. Optic atrophy is to be expected, but I have not seen or read of this. The lower cranial nerves are involved at some stage in about 20% of cases, and Godtfredsen has noted an interesting syndrome of trigeminal neuritis (due to lesions in the neighbourhood of the cavernous sinus) with a XII nerve palsy (due to retropharyngeal gland pressure near the hypoglossal canal), the intervening five cranial nerves being spared.
Differential diagnosis of neurological symptoms, with special reference to the condition labelled "atypical facial pain". The laryngologist and neurologist are frequently required to assist patients suffering from pain in the face.
If the paranasaI air sinuses are normal, teeth may be at fault. Teeth may give rise to face or head pain, not only locally but remotely. The late Sir Hugh Cairns remarked that a patient on his waiting list for exploratory craniotomy was cured by Mr. Wilfred Trotter by removal of a wisdom tooth.
Patients with face pain are most commonly referred with the suggestion of trigeminal neuralgia. Trigeminal neuralgia may rarely occur in younger people as a symptom of disseminated sclerosis. Usually it occurs late in life, and there are certain essential features in the diagnosis (see Penman, 1950) .
(i) Sudden "electric" stabs of pain with freedom between the stabs.
(ii) Unilateral incidence of the pain.
(iii) Specific precipitants, such as light touch of fingers, or facecloth or cold wind; talking, chewing, laughing, sneezing, or even fright may provoke a spasm.
(iv) Trigger points, stimulation of which will set off the pain, occur usually near the angle of the mouth, or nostril.
(v) Absence of objective physical signs. Glossopharyngeal neuralgia is a good deal less common. The pain is deep in the throat or upper neck, and is precipitated by swallowing.
A pulsating fusiform aneurysm on the circle of Willis may give rise to deep-seated boring or throbbing pain, sometimes with toothache-like symptoms. The condition may cause some difficulty for those on the alert for an early nasopharyngeal carcinoma. It can only be confirmed by the presence of an intracranial bruit (which is uncommon) or by arteriography.
Migraine may show itself not as the usual triad of visual blurring or hallucinations, headache and nausea, but as local dull pain in the region of one or other eye, with lacrimation and suffusion of the conjunctiva. Previous ordinary migraine, a family history and response to specific treatment, may be of diagnostic assistance.
Depression with the physical symptoms of face pain is most important, but often goes unrecognized. The patient, usually a woman in her fifties, may have undergone much medical or surgical treatment fruitlessly. The condition responds magically to electric convulsant therapy.
Coronary artery disease once, in my experience, presented as facial pain alone. The relationship to exercise was obvious from a few leading questions. Mr. C. S. Hallpike has told me of a case of peri-arteritis nodosa with nasopharyngeal symptoms.
Secondary carcinomatous deposits in the skull base may also cause facial pain. In New's (1922) 79 cases of malignant pharyngeal growths no less than 74 had had operations for symptoms before diagnosis was made.
The history, with clinical examination and appropriate investigations often enables us to make a correct diagnosis. Appropriate treatment may then follow. When diagnosis continues to elude the neurologist there should, I feel, be a specific mental reaction, that the case may be one of early carcinoma of the nasopharynx.
(3) Neurological symptoms rather than physical signs may indicate the disease at a curable stage. Neurological signs, though invariably present later, may not be present early in more than 30% of cases. Of course, symptoms may also not be present early. Some patients will therefore be luckier than others in the evolution of their illness, in the same way that, for example, a patient with mild pulmonary tuberculosis is fortunate in having early heemoptysis leading to early diagnosis of his condition. Symptoms without objective s-igns must therefore be regarded always with the greatest suspic on.
Our aim should be to diagnose carcinoma of the nasopharynx when symptoms are still unassociatOd with signs of spread. Therefore:
(i) The most important symptom is obscure pain in the face.
(ii) The absence of physical signs and positive routine investigation is not a difficulty in diagnosis of the cause of facial pain, but a strong pointer in the direction of an early carcinoma.
(iii) An expert opinion on the state of the nasopharynx is essential, once the possibility of a growth occurs to us.
Mr. Terence Cawthorne: I agree with Dr. Gooddy that when confronted by a patient complaining of continual pain in one side of the face who may also have some weakness of the ocular muscles or deafness on the same side, one is not satisfied until the nasopharynx has been thoroughly examined. I am often far from happy during the process of examining the nasopharynx of these patients, because I am never quite sure whether I shall be able to get a really satisfactory view of the whole nasopharynx. In particular I find that the highest part of the postero-lateral wall is elusive and I believe that it is from just this area that many growths originate.
The clinical picture presented by a malignant growth in this situation is a moving picture in which the predominating feature in the early stages may be succeeded by other and entirely different features as the disease spreads. Godtfredsen (1944) drew attention to this in an extensive investigation into the symptomatology of malignant nasopharyngeal growths.
He grouped the symptoms into neuro-ophthalmological, glandular, nasopharyngeal and otological. Having noted the incidence of the initial symptom reported in the literature he compared this with the pattern of the well-established disease (Table I) . It will be appreciated, of course, that whereas in the first column we are dealing with one symptom only, in the second column two or more symptoms may have been included. This table indicates that a neuro-ophthalmological disturbance is often the first warning, and that it is only as the growth extends that the other and more obvious features come to the forefront of the picture.
As much of my work is at a neurological hospital it is not surprising that I should see patients in whom the initial and predominating symptoms have been neuro-ophthalmological, but what impressed itself on me so much is the fact that these are often the earliest symptoms.
In the 11 cases of carcinoma of the nasopharynx which I have seen in recent years the initial symptom has been neurological in 10, although not all were seen at Queen Square (Table II) . Table III gives the symptoms the 11 patients presented when I first saw them. This small group of patients behave in a similar manner to the large number reported by Godtfredsen: namely the earliest symptoms are usually neurological. This is due to implication of certain cranial nerves in the region of the base of the skull. It is only as the growth spreads downwards that the other symptoms appear.
Methods of examination of the nasopharynx, including the removal of pieces of tissue for biopsy. Palpation.-This uncomfortable method of examination calls for experience and dexterity on the part of the examiner, and a certain amount of co-operation on the part of the conscious patient. It is quite effective for large growths which extend well forwards and downwards into the nasopharynx and which, incidentally, can usually be readily recognized by sight. For small growths high up on the lateral pharyngeal wall, from which site so many of these growths seem to originate, this method suffers from the great defect that our finger nails are the wrong way round; so that the very area which we want to touch comes up against the surface of the nail. It is true that the edge of an ulcer can sometimes be recognized by the experienced finger tip, and certainly an ulcerating area can be encouraged to bleed; though in the struggle that often accompanies this manceuvre normal mucosa may also bleed. I must admit that despite quite a lot of practice, I still find it difficult to be sure of what my index finger is feeling when I get it into the nasopharynx. Perhaps this is because I only resort to palpation when I am unable to see anything by the other methods which we will now consider.
Post-nasal mirror.-This method usually gives a good view of the posterior nares, and of the vault and lateral wall of the nasopharynx. The highest part of the posterior wall, however, cannot be seen face on in the mirror, but only in profile. With the patient in the position of choice for using the post-nasal mirror it will be found that the highest part of the posterior nasopharyngeal wall slopes backwards, and so a growth in this region can be easily overlooked. There is, of course, too, a certain proportion of patients who will not relax sufficiently to allow a satisfactory view. In such cases and in the presence of suspicious symptoms, repeated examinations may be needed before a negative report can be considered. If there is any doubt, however, some of the remaining methods to be described should be employed.
Nasopharyngea. speculum.-The direct speculum of Yankauer is the one in general use and it can be inserted after suitable local medication without a general aniesthetic. With it a view is afforded of the side wall and most of the posterior wall of the nasopharynx, and it allows a good direct view when taking a piece of tissue for biopsy. The area which it can reach is, however, limited and some experience is necessary in recognizing the normal.
Nasopharyngoscope.-Most nasopharyngoscopes are made so as to pass through the nose and, in consequence, are limited in the size of the field given by the tiny mirror. In most, the field illuminated is either at right angles or at an acute angle to the shaft of the instrument. This gives an excellent view of the vault and side wall of the nasopharynx and in particular of the pharyngeal orifice of the eustachian tube. It has, however, a blind spot, again in the most important part of the field, namely the postero-lateral aspect of the nasopharynx. Other and larger nasopharyngoscopes are sometimes used through the mouth, but here again it will be found that in most, if not in all, the vital posterolateral wall is left out of the picture.
Last year the late Mr. Schrantz of the Genito-lJrinary Mfg. Co. designed for me a lighted speculum (von Eicken) in which the light was in a post at right angles to the shaft so that an area in front of and above the shaft of the 'scope was illuminated. With mirrors at different angles every area of the nasopharynx can be illuminated and viewed in turn. This should be a valuable additional method of examining the nasopharynx. 8.20
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Section of Laryngology 821 X-rays.-Every patient in whom a nasopharyngeal growth is suspected should have an X-ray of the base of the skull and a lateral view to show the soft tissue outline of the nasopharynx. The basal view may show a cloudy area in the region of the basal foramina, while the lateral view may reveal a soft tissue swelling; these two views will, between them, often give the most valuable information and they should be part of the routine examination of every patient suspected of having a nasopharyngeal growth.
Examination under ancesthetic.-With the patient under a general anmsthetic it is possible to examine more leisurely and more fully the nasopharynx either with a mirror or by means of a direct speculum and also to take a piece of tissue for biopsy. In doubtful cases it is often wise to carry out such an examination without undue delay.
There remains the method of direct exposure by splitting the palate as described by Mr. C. P. Wilson (1951) . That this method offers an excellent exposure of the nasopharynx I know, because I have had the opportunity of seeing Mr. Wilson do this operation on 3 cases. In at least 1 other of which I have personal knowledge, I believe that only this method would establish the diagnosis, because Mr. Wilson has told me that even with the excellent direct view that he had, no definite growth could be seen, but a biopsy from the area under suspicion showed that a growth was present.
I would like to say how very much I appreciate the way in which Mr. Wilson and our colleague Mr. Douglas Ranger have always come to my assistance with these difficult cases.
Other nasopharyngeal growths which may behave like carcinoma in that they cause cranial nerve palsies are plasmocytomas or chordomas. In each of these growths which I have seen the tumour has been slow growing and widespread involving several cranial nerves. Another case whom I saw at King's College Hospital with my colleague Mr. R. S. Lewis eventually proved to be a simple cyst. I have found that the diagnosis of carcinoma of the nasopharynx is often difficult particularly in its earliest stage. And yet it is at this early stage that we must make the diagnosis if treatment is to have a chance. REFERENCES GODTFREDSEN, E. (1944) Professor, R. McWhirter: The prognosis is good when nasopharyngeal tumours are treated at an early stage but, unfortunately, they are often so advanced by the time they are referred that treatment must be palliative. There is no doubt that the overall survival rate could be raised considerably if delay could be reduced. It is important to enquire into the cause of this delay for many of the patients are young and would otherwise have a good expectation of life.
Analysis of over a hundred case records shows that the average delay from the time of onset of symptoms to treatment was 9 5 months. The average delay on the part of the patient was only 1-7 months. The average delay on the part of the medical profession was 7-8 months. Those who advocate cancer propaganda to the public would probably be less enthusiastic if they enquired a little more fully into the cause of delay. Clearly before there is any propaganda to the public, the medical profession must be educated to recognize malignant disease at an early stage.
In view of these remarks it becomes our duty to enquire into the reasons why nasopharyngeal tumours are so often overlooked. In general it may be said that the less commonly occurring diseases are associated with the greatest delay in their recognition. Nasopharyngeal tumours represent only 0-2 % to 0 3 % of all cases of malignant disease. A little simple arithmetic shows that only one general practitioner in sixty will see a new case of malignant disease of the nasopharynx in any one year. It is not surprising therefore that when a general practitioner does see a patient with a malignant tumour of the nasopharynx he will fail to recognize it. His failure is all the more understandable when it is recalled that during his period of training as a medical student he may never have had an opportunity of seeing a case. If he should have been fortunate enough to have seen even one case, it is highly probable that the disease was advanced with all the so-called "classical signs" already present. Textbooks, which tend so often to portray the terminal stages, will not be of great assistance to him in the recognition of a treatable case.
Even amongst the members of the staff of a hospital it is surprising to find that the correct diagnosis may not be reached even in advanced cases. Again this may be explained by lack of experience, for, in a hospital serving a population unit of, say, one million only about 6 new cases will be referred each year. Many members of the staff may see no more than one or two cases during their complete term of office. On looking through the case records we have found that patients are referred to a wide variety of specialists.
If the presenting feature is glands in the neck, the patient is commonly referred to a general surgeon. In a young patient a diagnosis of tuberculous glands may be made and the patient's name placed on a long waiting list. Even where a gland has been excised and shown to be malignant, the primary tumour may still be overlooked, for a histological report of lymphosarcoma or reticulum-cell sarcoma is often interpreted as denoting that the glands are the primary site of the disease.
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We found, too, that patients may be referred to a physician when diplopia is the presenting sign. In some of these cases a diagnosis of disseminated sclerosis may be made while in others the diagnosis has been basal encephalitis.
Should the tumour extend into the orbit and give rise to proptosis the patient may be referred to an ophthalmologist under the impression that the condition is a primary tumour of the orbit.
Pain in the second division of the trigeminal nerve not infrequently resulted in the patient being referred to a dentist for extraction of teeth.
Surprisingly enough we found that only a limited number of patients were referred in the first place to the otolaryngologist. It is clear, therefore, that the general practitioner in many instances did not even suspect the presence of a tumour in the nasopharynx when he referred the patient to hospital. The presenting features in the patients referred to the otolaryngologist were nasal obstruction, bloodstained nasal discharge and deafness. In young patients the clinical picture may suggest merely hypertrophied lymphoid tissue in the nasopharynx and some patients had their tonsils and adenoids removed without the true nature of the condition being recognized. Others received treatment for some time for otitis media or had their middle ear inflated. A small tumour mass in the nasopharynx is difficult to recognize by indirect examination and this is particularly so when the surface of the tumour is not ulcerated. It is not always easy to obtain a portion of tumour tissue for histological confirmation and delay has occurred in some cases because a negative biopsy was obtained in the first instance.
The general impression gained was that the otolaryngologist too often confined his attention to the nasopharynx and failed to carry out a more general examination. The other specialists noted the neck glands and the ophthalmo-neurological signs but did not appreciate that the cause might be in the nasopharynx and, in consequence, the nasopharynx was never examined. In a considerable number of cases the correct diagnosis was not established until the patient was referred to the Radiotherapy Department. In the recognition of nasopharyngeal tumours the following points are helpful:
Secondary spread to the glands of the neck is common in nasopharyngeal tumours and often occurs at a very early stage. The glands first involved usually lie deep to or slightly posterior to the upper end of the stemomastoid. The main direction of spread is then down the posterior cervical chain which lies along the anterior border of the trapezius. It is uncommon to find this distribution of glands in any other disease although occasionally the same distribution may be found in tuberculous lymphadenitis.
Palpation of the nasopharynx with the finger is often of great value. We find it best to palpate the nasopharynx through the soft palate.
Radiographic examination will, in 90% of cases, help to determine whether a tumour is present in the nasopharynx and also to assess its extent. The examination must, however, be carefully conducted, and where a nasopharyngeal tumour is suspected the diagnostic radiologist should be informed of this and requested to make the appropriate examination. A lateral radiograph of the nasopharynx gives much valuable information. The exposure required is approximately the same as that for the cervical spine. The lateral soft tissue view, so valuable in the lower pharynx, is insufficiently penetrated but the relative positions of the film and tube are the same. If the tumour fills the nasopharynx or arises from the anterior or posterior walls of the nasopharynx, it will be well demonstrated.
If, however, the tumour is small and arises from either lateral wall, its outline will not be seen and all that may be detected is a slight increase in the density of the nasopharynx. A view of the base of the skull will demonstrate these laterally placed tumours more satisfactorily for they can now be seen extending into the air space of the nasopharynx. Erosion of the base of the skull may be demonstrated and the posterior margin of the greater wing of the sphenoid should be examined with particular care.
Where the tumour has extended into the orbit the usual "chin-nose view" often shows no evidence of erosion of bone. The tumour appears to extend along the inferior orbital fissure. This view may help where the tumour has extended into one or other antrum. Where there is no bone destruction it is not always possible to determine whether the soft tissue swelling in the nasopharynx is a tumour or merely a mass of hypertrophied lymphoid tissue. The difficulty arises mainly in children and radiographic examination, while of great value, must be supplemented by the clinical and histological information.
When instruction is being given to medical students the lecturer should bear in mind that it may be a very long time before any of his students will encounter a case. His description should be simple and confined to essential points-histology and treatment should be dismissed in sirgle sentences. The student should be given the opportunity of examining at least one case and preferably an early case, and he should be taught the value of digital and radiographic examination of the nasopharynx.
Because radiotherapy is the accepted method of treatment the radiotherapist is the clinician in the hospital with the greatest experience of this type of tumour. He should be consulted in all suspicious cases at the earliest possible stage. 822 32 33 Section of Laryngology 823 It is all-important to reduce the period of delay in diagrnosis. As radiotherapists we have to bear the burden of treatment of many cases which are referred too late. We ask to be consulted at the earliest possible stage because we believe we can be of assistance in establishing the diagnosis.
Mr. C. P. Wilson said that he agreed with Dr. Gooddy that V nerve pain, particularly 2nd division, was by far the most common early neurological symptom, but he had not stressed an important early physical sign-namely numbness in part of the area supplied by the nerve. Pain was presumably an indication of irritation but if there was loss of sensation it was an indication of pressure and it was then doubtful if the case could be called early.
There were sarcomata, lympho-epitheliomata, squamous carcinomata and so on with primary growths in the nasopharynx and glands in the neck, but beyond all these there was a type of case which he might call X. He did not know what X was but some of the cases Mr. Cawthorne had been talking about were of this rather worrying type; cases in which there did not appear to be a primary growth in the nasopharynx or at any rate not for a long time after symptoms and other physical signs had been present-sometimes months and even years.
It had always been said that the primary growth must be very small and had been missed and
Mr. Cawthorne rightly stressed the importance of careful examination of the nasopharynx, but in this type of case there really was nothing to be seen in the nasopharynx. He had on several occasions done a transpalatal exploration by the method he had described in 1951 (Proc. R. Soc. Med., 44, 353) and had found nothing on direct vision or occasionally nothing more than slightly suspicious swelling of the posterior wall. In these cases, it was his practice to remove a slice of tissue X in. wide and 1I in. long from the posterior wall behind the eustachian cushion going right down to the prevertebral fascia and in such cases histological examin,ation showed a squamous-cell carcinoma in fibrous tissue.
In these cases, as Mr. Cawthorne had said, the earliest symptoms were neurological or glandular, or possibly aural and there were no physical signs of growth in the nasopharynx. Unilateral persistent pain of the 2nd division of the V nerve without obvious cause was suspicious and if it was combined with numbness or with some other sign such as VI nerve palsy the diagnosis of carcinoma was almost certain.
Here was a condition in which there might have been varied symptoms for months or years, or glands had been removed and no primary growth found. He had had one case in which nothing had appeared in the nasopharynx until five years after glands had been excised and a course of post-operative radiotherapy given, and other cases where nothing had appeared for two or three years after excision of glands and no radiotherapy. He felt it impossible to look upon these cases as primary growths of the nasopharynx. The signs and symptoms were grouped in a circle around an area just outside the lateral recess. The commonest early symptoms were those of extension upwards through the foramen lacerum and with involvement of the V and VI nerves-others were eustachian tube involvement or lateral extension to glands or even vagus nerve, while yet others were associated with extension towards the nasopharynx and eventually its mucosa.
This seemed to be a condition in which a primary growth started outside the nasopharynx and only secondarily invaded it at a later stage. One had the same sort of problem with glands lower in the neck where the primary growth was reputed to be a small undiscovered focus in the pyriform fossa. CEdema of the lateral wall of the pyriform fossa associated with a mass of glands contiguous to it did not mean there was a primary growth in the fossa and in many cases at autopsy it was quite impossible to separate the gland mass from tumour invading the pyriform fossa. The old suggestion that some of these cases were really primary branchial carcinomata might be correct, and if so it was also possible that these puzzling cases outside the nasopharynx might have a similar origin. Where did the 3rd and 4th branchial clefts open? The anatomists talked vaguely about the thyroid cartilage but this had no particular developmental connexion with any special area of mucous membrane. The second creft, certainly in his experience, almost invariably opened in the middle of the posterior pillar of the fauces and could not the third cleft open behind this in the lateral recess? If so it was possible that these cases were really branchiogenic carcinomata of the third branchial cleft.
The President said that recently he had seen a case in which there was ulceration of the nasopharynx where the features were those of specific disease and where the blood Wassermann reaction was strongly positive. The patient was then turned over to the Venereal Disease Department for treatment, but some weeks later, as the local condition had deteriorated and some enlarged glands had appeared, he was sent back for a further opinion. Some tissue was removed for biopsy and the report came back positive for nasopharyngeal carcinoma. One therefore had always to keep in mind the possibility of these two conditions being present at the same time.
*He asked whether the plane of the choanxe altered with age as a short time ago he had performed a transpalatal approach for an atresia of a choana in a young boy and had experienced difficulty in obtaining a good exposure of the choanme, whereas he had found on former occasions an excellent view of the choanx in adults. He thought that maybe with age the plane of the choanx altered.
Proceedings of the Royal Society of Medicine Mr. G. H. Howelis gave some figures of cases seen since 1947 at the Royal National Throat, Nose and Ear Hospital. They had had 19 cases through their hands, belonging to age groups between 25 and 79. Of these the first symptom complained of in 5 cases was obstruction. In only1 case was it deafness. The first complaint was ophthalmological in 6, and V nerve pain in 3. The duration of the first symptom before they came to the department was between three and eight months. 14 complained of previous symptoms; 3 had glands in the neck, and1 a secondary deposit in the sternum. This last had also a secondary deposit in the lung. Survival after treatment varied between three months and five years. The longest survival was in a comparatively young subject in whom clinically the condition was most advanced. The only really early case was in an elderly patient who complained of a minor degree of deafness in one ear. This could not have been due to any mechanical obstruction as the tumour was very small and had not involved the eustachian cushion.
Their first attack should be by way of propaganda amongst general practitioners in order that they might send their patients to them earlier. But he agreed with Mr. Wilson that one saw many cases in which one was morally certain that there was an underlying growth, but one watched them for a very long time before anything was apparent.
Mr. E. D. D. Davis said that he believed Mr. Wilson was referring to a type of growth which originated in the body of the sphenoid, crept along the base of the skull and presented itself in the nasopharynx. He had seen two post-mortems of this type of case. As expected, the neurological and ophthalmological signs appeared too late.
If a biopsy was necessary it was preferable to obtain it through Mr. Wilson's transpalatal incision. Mr. F. C. W. Capps said that he could not help feeling that they should be alittle kinder to the general practitioner. He was forever being urged to diagnose more and more, earlier and earlier.
The people nfiore concerned were those to whom the practitioner sent the cases with persistent symptoms for which he could find no cause, and which he was unable to alleviate. It should be the business of the Ear, Nose and Throat, the Dental and the Neurological Departments to dis'over the underlying cause. These growths were obviously of two types. When in charge of a reception area with a population of anything up to 200,000 one had a good opportunity of seeing these types in fairly definite proportions. In one of them the growth filled the post-nasal space, and in the others there was infiltration without very obvious invasion of the space. The possibility of an embryological origin as suggested by Mr. Wilson was of interest. Histologically there were many different types of tumours in this region. Epithelial, connective tissue, and endothelial tumours all occurred, and it would be difficult to ascribe a common origin to them all. Trotter, W. (1911 ( , Brit. med. J., ii, 1057 described these tumours and their symptomatology and called them endotheliomata; he described an early irritation of the muscles of the palate which sometimes resulted in spasm and an elevation of the palate on the side affected. This sign had been seen in 2 of Mr. Capp's own cases.
Mr. Cawthorne, in reply, said that it was the rhinologists themselves who must look into this problem of the early diagnosis of carcinoma of the nasopharynx. Many of the cases he had seen had previously been submitted to rhinological examination with negative results, and he could recall only too vividly cases which he had himself overlooked. These cases of early carcinoma of the nasopharynx were difficult to see and rhinologists must make use of every means at their disposal of examining the nasopharynx in a case suspected of having a growth. He could assure Mr. Capps that, like Dr. Gooddy, he had included only cases of squamous-cell carcinoma or lympho-epithelioma in his list. Professor McWhirter, in reply to Mr. Wilson on the question of unulcerated tumours, suggested that the following explanations should also be considered:
(1) A number of tumours of the skin began subcutaneously and it was therefore to be expected that some tumours of mucous membrane origin should begin submucosally.
(2) Some of the undifferentiated malignant tumours of the nasopharynx are reticulum-cell sarcomata and, as in the tonsil, these tumours may not be ulcerated in the earlier stages.
(3) The visible tumour mass may not be the primary tumour but the secondarily involved retropharyngeal lymph glands.
(4) A primary tumour of the sphenoidal air sinus may extend downwards and produce an unulcerated swelling of the roof of the nasopharynx.
In reply to Mr. Capps his criticism was not particularly directed against general practitioners and, in fact, had been mainly directed against those responsible for the education of medical students.
Mr. C. P. Wilson, in reply to the President said he thought that the position of the choarm ,varied in different individuals and he did not think that it changed much during adult life.
In reply to Professor McWhirter, he said that at post-mortem he had looked carefully at some of these cases and had found nothing in the sphenoid. The growth was near the body of the sphenoid, but not actually in the sphenoidal sinus. To another remark of Professor McWhirter's as to the origin of these tumours, he found it difficult to conceive that a squamous-cell carcinoma of the mucous membrane could produce so much destruction in the bone and glands and still remain a completely unulcerated tumour. 824 34
